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Figure 3-2. Decision Point A: Is the Patient Dying?

requires immediate yes
life-saving intervention? I @

no

\j



requires immediate
lIfe-saving Intervention?

intubated, apneic,

pulseless, severe respiratory distress, SPO2<90,
acute mental status changes, or unresponsive.

Unresponsiveness is defined as a patient that is
either:

(1) nonverbal and not following commands
(acutely); or

(2) requires noxious stimulus (P or U on AVPU)
scale.



Airway/breathing

Life-saving

e BVM ventilation
 [ntubation

e Surgical airway
* Emergent CPAP
* Emergent BiPAP

Not life-saving

Oxygen administration
* nasal cannula
* non-rebreather

Electrical Therapy

e Defibrillation
* Emergent cardioversion
» External pacing

Cardiac Monitor

Procedures

¢ Chest needle decompression
e Pericardiocentesis

e Open thoracotomy

e [ntraoseous access

Diagnostic Tests
* ECG
e Labs
e Ultrasound

¢ FAST (Focused abdominal
scan for trauma)

Hemodynamics

e Significant IV fluid resuscitation
¢ Blood administration
e Control of major bleeding

* |\/ access
¢ Saline lock for medications

Medications

¢ Naloxone
e D50

e Dopamine
¢ Atropine

e Adenocard

¢ ASA

¢ |V nitroglycerin

¢ Antibiotics

* Heparin

* Pain medications

¢ Respiratory treatments with
beta agonists







Figure 3-3. Decision Point B: Should the Patient

Wait?

high risk situation?
or
confused/lethargic/disoriented?
or
severe pain/distress?

i 2

yes




Table 4-1. Examples of High-risk Situations

System Examples/diagnosis Signs/symptoms

Abdomen Abdominal pain in the elderly Severe pain, stable vital signs
Gastrointestinal bleeding Tachycardia, vomiting blood or bright

red blood per rectum

Cardiac Chest pain Constant or intermittent, stable vital signs
Acute arterial occlusion Absence of distal pulse
History of angioplasty with chest pain Stable vital signs
Pericardial effusion Chest pain and shortness of breath
Infective endocardititis History of drug abuse

General Immunocompromised patients May or may not have fever

Oncology patients
Transplant (post or on waiting list)

Genitourinary Testicular torsion Sudden onset of testicular pain
Acute renal failure Unable to be dialyzed

Gynecological Ectopic pregnancy + preghant, severe lower quadrant pain
Spontaneous abortion Bleeding and tachycardia with stable

blood pressure

Mental Health Combative, hostile, hysterical
Suicidal attempt/complaint
ETOH with trauma
Sexual assault - any

Neurologic Rule out meningitis Headache, fever, lethargy
History of multiple cerebrovascular Motor or speech deficits
accidents
Acute ischemic stroke Motor or speech deficits
Pediatric Vomiting, diarrhea, unable to eat Sunken fontanel, poor skin turgor, lethargy
Asthma attack Nasal flaring or use of intercostals
Respiratory Acute epiglottitis Drooling
Severe asthma Severe shortness of breath
Pleural effusions Severe shortness of breath
Spontaneous pneumothorax Sudden onset of shortness of breath
Trauma Motor vehicle crash with transient loss History of head trauma

of consciousness
Stab wound to the groin Bleeding controlled, obvious stab wound
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Visual analogue scale

. \.

No pain severe pain
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Figure 3-4. Resource Prediction

C

how many different resources are needed?

none one many




Table 3-3. ESI Resources

Resources

Not resources

Labs (blood, urine)

History & physical
(including pelwvic)

ECG, X-rays
CT-MEl-ultrasound
anglography

Point-of-care testing

IV fluids (hydration)

Saline or heplock

I, IN or nebulized
medications

PO medications
Tetanus IMMUunization
Prescription refills

Specialty consultation

Phone call to PCP

Simple procedure = 1
(lac repair, Folaey cath)

Complex procedure = 2
(conscious sedation)

Simple wound care
{dressings, recheck)

Crutches, splints,
slings
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Figure 6-1. Danger Zone Vital Signs

D
danger zone

vitals?’
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A
Intubated/Apneic/Pulsless?
Or
Unresponsive?

High risk situation? B

or
Confused/Lethargic/Desoriented
or
Severe pain/Distress?

C
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Decision Point D :

Danger Zone Vital Signs
Consider uptriage to ESI 2 if any vital sign criterion is exceeded.

Pediatric Fever Considerations
1 to 28 days of age: assign at least ESI 2 if temp >38.0 C (100.4F)

1-3 months of age: consider assigning ESI 2 if temp >38.0 C (100.4F)

3 months to 3 yrs of age: consider assigning ESI 3 if: temp >39.0 C (102.2 F),
or incomplete immunizations, or no obvious source of fever
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Table 6-2. ESI Vital Signs Criteria

Complete set of
vital signs at
ESI level Triage (YES/NO)

Evaluation plan

1 NO

Patient requires definitive care. Vital signs are either part
of the secondary survey or are done simultaneously when
a multimember team responds to the patient with a life-
threatening condition.

Patient requires definitive care. Vital signs are either part
of the secondary survey or are done simultaneously when
a multimember team responds to the patient with a high-
risk condition.

3 YES

Nurse determines patient's heart rate, respiratory rate,
oxygen saturation (if pertinent), and temperature (children
< age 3) to decide if uptriage is necessary.

Patient has a single system problem requiring one of the
defined resources. Vital signs are not necessary for triage
level assignment but are part of the treatment area
evaluation.

Patient has a single system problem requiring none

of the defined resources. Vital signs are not necessary
for triage-level assignment but are part of the treatment
area evaluation.

2,34,5 YES
Returning to
waiting room

Vital sign assessment is prudent to ensure patient
safety.
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